Acute cholecystitis is a common general surgery disease which may require hospital admission. Delayed or early cholecystectomy is the de initive treatment. Availability of theatre slots may postpone cholecystectomy for weeks. I am writing this letter to explain the importance of early cholecystectomy programme and the necessity of support such programme by hospital managers. I will rationalize the concept of such program and its clinical and economic bene its.
There are many strong evidences that early laparoscopic cholecystectomy (ELC) is a better option than delayed laparoscopic cholecystectomy (DLC) for management of acute cholecystitis. For example, a meta-analysis study showed ELC as safe and effective as DLC and it is associated with lower hospital costs, fewer work delay lost and greater patient satisfaction [1] . Furthermore, US Medicare database that include 29818 elderly patients with acute cholecystitis found a higher risk for mortality over the following two years in patients who were discharged without surgery compared with patients who underwent cholecystectomy in the initial hospitalization [2] .
The risk of hospital re-admission after irst attack of acute cholecystitis has been studied in a population -based analysis of the clinical course of 10304 patients with acute cholecystitis who discharged without cholecystectomy. Such analysis showed that the probability of a gall stonerelated A&E visit or admission within 6 weeks, 12 weeks and 1 year was 14%, 19% and 29% respectively [3] . This will increase the gall stone disease burden and decrease patients' satisfaction.
Per NICE guidelines we should offer ELC (to be carried out within 1 week of diagnosis) to patients with acute cholecystitis. Patients who had pancreatitis secondary to gallbladder stones should have laparoscopic cholecystectomy in the index admission [4] . NICE full health economy report showed that ELC burden is 2728.27 in compare to 3686.21 for DLC [5] . Furthermore, 2018/2019 NHS tariff for emergency laparoscopic cholecystectomy is between 6885 to 3872 pounds, while it is 3731 to 2080 pounds only for an elective case.
To sum up, ELC is as safe as DLC with potential lower mortality risk in elderly patients. In addition to eliminate the risk of re-admission after irst attack of cholecystitis and decrease health care burden of gall bladder stones disease.
